Summary. This paper examines the trends in utilization of five indicators of reproductive and child health services, namely, childhood immunization, medical assistance at delivery, antenatal care, contraceptive use and unmet need for contraception, by wealth index of the household in India and two disparate states, Uttar Pradesh and Maharashtra. The data from three rounds of the National Family and Health Survey conducted during 1992-2005 are analysed. The wealth index is computed using principal component derived weights from a set of consumer durables, land size, housing quality and water and sanitation facilities of the household, and classified into quintiles for all three rounds. Bivariate analyses, rich-poor ratio and concentration index are used to understand the trends in utilization of, and inequality in, reproductive and child health services. The results indicate huge disparities in utilization of these services, largely to the disadvantage of the poor. Utilization of basic childhood immunization among the poorest and the poor stagnated in India, as well as in both states, during 1998-2005 compared with 1992-1998. The use of maternal care services such as medical assistance at delivery and antenatal care remained at a low level among the poor over this period. However, contraceptive use increased relatively faster among the poor, even with higher unmet need. Of all these services, the inequality in medical assistance at delivery is consistently large, while that of contraceptive use is small. The state-level differences in service coverage by wealth quintiles over time are large.
Introduction
Eradication of poverty in all its forms, as a global effort, was commonly agreed by developing and developed countries in the United Nations Millennium Declaration (United Nations, 2000) . In subsequent years, universal access to reproductive health was acknowledged as the key strategy in achieving at least three of the eight Millennium Development Goals, namely, reduction in child mortality, improvement in maternal health and combating HIV/AIDS (United Nations, 2005) . However, progress towards these goals has been slow and unequal across and within countries (Lawn et al., 2006; Houweling et al., 2007) . Moreover, expanded health services in a transitional population may not necessarily benefit the poor as they typically reach better-off groups more than disadvantaged ones (Gwatkin, 2005) . These propositions are also corroborated by the fact that inequalities in health are always disadvantageous to the poor, varying largely across space, and socioeconomic inequalities in health seems to be widening rather than narrowing (Wagstaff, 2002) .
The low use of health services in a population may be attributed to an array of supply and demand factors, social structure and health beliefs (Fedler, 1981; Kroger, 1983) . The supply-side factors include lack of accessibility, availability, quality, continuity and comprehensiveness of health services. The demand-side factors are mainly social, economic and cultural. Among various social factors, the level of maternal education is one of the key determinants of utilization of health services (Warren et al., 1987; Becker et al., 1993; Singh & Singh, 2007) . Among various economic factors, economic status measured by a composite wealth index has significant bearing on the utilization of basic reproductive and child health (RCH) services in many Asian countries, including India (Carr, 2004) . For example, the National Family Health Survey-3 (NFHS-3, 2005-06) estimated the under-five mortality of the poorest wealth quintile at 100 per 1000 live births, compared with 34 per 1000 live births for the richest wealth quintile in India. On the other hand, children (12-23 months old) in the wealthiest quintile were three times as likely as those in the poorest wealth quintile to receive all basic childhood vaccinations (IIPS & ORC Macro, 2007) . These disparities vary in other RCH services and among states as well. Also, health beliefs, characterized by perception of the need for preventive services like antenatal care, immunization and natal care, do affect the utilization of services to a larger extent in India.
India, like many other countries, is a signatory of the International Conference on Population and Development, Cairo (ICPD, 1994) and the Millennium Declaration (United Nations, 2000) . Many of the goals and targets of these declarations are an integral part of its plan and policy documents, such as the Eleventh Five Year Plan , National Rural Health Mission (NRHM, 2005-12) and National Population Policy 2000. Among other things, these documents emphasized reducing poverty and improving the accessibility and availability of quality health services, particularly to poor, marginalized women and children. The national budget 2008-09 has also earmarked a substantial hike in funds towards for the health sector, particularly the NRHM. On the economic front, India has been experiencing higher growth (6% growth rate of GDP in the 1990s and 8% in the tenth five-year plan) and is one of the fastest growing economies in the world. To make growth more inclusive, investment in education and health are critical for the country. Despite several governmental efforts towards improving accessibility, availability and quality of health services, research indicates that health care has been increasingly difficult for the poor to access, and public health services are utilized more by the economically better-off section of the population. Increasing prices of drugs, cost of health services and unregulated privatization of health sectors are some of the factors responsible for the low use of health services among the poor (Sen, 2001) . Specifically, the poor are more likely to report health services as unaffordable, unavailable, inaccessible and of low quality. However, little is known about the trends in utilization of RCH services by economic groups in India, and any such attempt would be of immense help for the effective implementation of the programme.
The objective of this paper is to understand the inequalities in use of basic reproductive and child health services by wealth quintiles in India. The data of three rounds of the NFHS for India and two of its states, namely, Uttar Pradesh and Maharashtra, are used. These two states, at varying stages of development, are selected as an illustration of the diversity in health care utilization in the country.
Uttar General, 2007) . It is one of the most economically progressive states and ranks fourth in human development index among the major states of India.
Data and Methods
The Demographic and Health Survey (DHS) in India -known as the National Family Health Survey (NFHS) -was first conducted in 1992-93. The second and third round of the NFHS were conducted in 1998-99 and 2005-06 respectively. For convenience, the period between 1992-93 and 1998-99 is referred to as 1992-98, that between 1998-99 and 2005-06 as 1998-05 and that between 1992-93 and 2005-06 as 1992-05 . All these rounds of survey are nationally representative and covered more than 99% of the country's population. There were improvements in the coverage of topics and sample size, and a number of additional issues such as family life education, risky sexual behaviour and estimates of HIV/AIDS were covered in the recent round of the survey. The total number of households and women successfully interviewed during the three rounds of the survey for India, Uttar Pradesh (excluding the newly formed state of Uttaranchal) and Maharashtra are given in Table 1 , and the analysis was carried out using appropriate sampling weights.
Data on income or expenditure are usually not collected in the DHS, and therefore a wealth index based on the ownership of household assets has largely been used as a proxy for economic status of households (Montgomery et al., 2000; Filmer & Pritchett, 2001; Vyas & Kumaranayake, 2006) . In first two rounds of the NFHS, the economic variables of households were combined into a composite index, known as the standard of living index. The standard of living index was based on arbitrary scoring of variables similar to those used in the wealth index and classified into three categories, namely, low, medium and high (IIPS & ORC Macro, 2000) . In the NFHS-3, the wealth index, based on principal component derived weights, was computed, classified into quintiles and made available for researchers. In this paper, the wealth index was computed for 1992-93 and 1998-99 using the principal component weight generated in STATA 8·0, to make it comparable over the years. Wealth groups were constructed such that each consisted of 20% of the surveyed population. To check the reliability of the wealth index, Cronbach's alpha reliability test was performed and the coefficient took the value of 0·87 in both periods, usually considered as a relatively good result.
The official estimates of poverty in India based on consumption expenditure data has been subject to debate and discussion owing to different recall period in various rounds, the price line of 1973-74, the fixed basket of goods and services, change in composition of food and non-food item etc. (Kozel et al., 2003; Sundaram & Tendulkar, 2003) . These estimates are often revised and adjusted. However, by any method, the estimate of poverty is more than 20% in India as well as for both the studied states. According to 2004-05 estimates, about 27·5% of the population of the country is living below the poverty line based on a uniform recall period, while this figure is 33% and 31% for Uttar Pradesh and Maharashtra, respectively (Planning Commission, Government of India, 2007) . Also, India is ranked 62nd among 108 developing countries in 2004 according to the human poverty index (UNDP, 2008) . Considering the aforementioned facts, the first wealth quintile (the bottom 20% of the population) is conceptualized as poorest, the second as poor, the third as middle, the fourth as richer and the fifth as richest -similar to the wealth quintile given in NFHS-3.
This study uses five basic RCH indicators, namely, full childhood immunization, safe delivery, antenatal care, contraceptive use and unmet need for contraception, as dependent variables. Bivariate analysis is carried out to understand the differentials in health care utilization by wealth quintiles. More specifically, the rich-poor ratio, defined as the ratio of the richest to the poorest wealth quintile, is used to measure the gap in health service utilization. The concentration index is used to measure the overall inequalities in health care utilization among the wealth quintiles (O'Donnell et al., 2008) . It is defined as twice the area between the concentration curve and the line of equality and varies between 1 and+1. The closer the value is to 1 (absolute), the more unequal is the utilization of health services, and the closer the value is to 0, the more equal is the utilization of health services. 
Results

Full immunization
The Universal Immunization Programme (UIP) against six preventable diseases, namely, diphtheria, pertussis, childhood tuberculosis, poliomyelitis, measles and neonatal tetanus, was launched in India in 1985 in a phased manner and covered the whole country by 1990. The UIP became a part of the Child Survival and Safe Motherhood Programme in 1992 and the RCH programme in 1997. The National Health Policy, 1983, set a target of universal immunization by 2000 and subsequently revised it to the year 2010 in the National Population Policy, 2000 (MOHFW, 1983 (MOHFW, , 2000 . However, there is evidence for a wide gap between the set targets and achievements over the years.
In order to make the estimates comparable, owing to varying reference periods and information on births of these surveys, the full immunization (BCG, measles and three doses each of polio and DPT) was computed for the last two live births during the three years preceding the survey for surviving children 12-23 months of age. The coverage of child immunization (henceforth referred to as 'full immunization') in India and two selected states, along with the rich-poor ratio and concentration index, are given in Table 2 . Full immunization coverage in India increased from 36 to 40% during 1992-98 and further to 44% during 1998-05. However, for the poorest wealth quintile it increased from 18 to 23% during 1992-98 and further to 24% during 1998-05. Similarly, for the poorer (second quintile) it increased from 27 to 34% during 1992-98 and further to 33% during 1998-05. On the other hand, immunization coverage increased from 64 to 71% for the richest wealth quintile during 1992-05. Although increase in immunization coverage among the poorest and poor was moderate during 1992-98, it stagnated during 1998-05 at country level. The rich-poor ratio, as well as the concentration index, declined during 1992-98 but stagnated in 1998-05 for the country. The state-level differences show that the rich-poor gap and the concentration index did indeed increase during the later period in both states. It may be mentioned that the decline in coverage of immunization in the progressive state of Maharashtra is most noticeable among the poorest and poor wealth quintiles. The concentration index also increased in both states during 1992-05, indicating rising inequalities in coverage of full immunization. Thus there are three striking features of full immunization coverage in the country. First, full immunization coverage stagnated during 1998-05. Second, the rich-poor divide in coverage of full immunization widened during the later period. Third, the state-level differences in full immunization coverage are large.
Safe delivery
The safe motherhood component of the Child Survival and Safe Motherhood Programme aimed at improving the health status of pregnant women, reducing maternal mortality by promoting medical assistance at delivery, providing asceptic delivery kits and strengthening first-referral units to deal with high-risk and obstetric emergencies. It continues to be an integral part of the RCH programme and covers a number of measures, such as referral transport, the maternity benefit scheme and 11·2  13·3  63·4  63·2  35·3  2nd  27·2  33·8  33·2  19·1  19·0  17·0  52·8  72·8  33·3  Middle  36·1  44·4  46·9  18·7  27·5  25·3  62·8  72·6  61·5  4th  49·2  55·8  55·3  27·1  26·7  29·5  63·2  77·4  63·8  Richest (Q5)  63·8  64·5  71·0  40·1  35·1  51·9  73·4  78·8  72·1  Total  35·7  39·6  43·5  19·1  19·2  23·0  63·8  72·6  58·7  Q5/Q1  3·6  2·9  2·9  3·4  3·1  3·9  1·2  1·2  2·0  Concentration Index  0·25  0·21  0·21  0·21  0·22  0·25  0·05  0·04  0·13  Safe delivery  Poorest (Q1)  15·2  17·5  20·9  8·2  9·0  12·6  23·5  20·4  26·1  2nd  22·8  31·5  33·6  11·0  17·0  18·7  28·6  41·4  51·2  Middle  32·4  48·4  51·8  15·8  24·4  26·0  42·2  65·8  61·1  4th  51·6  67·3  69·3  24·2  41·7  45·7  61·9  81·5  83·2  Richest (Q5)  77·7  87·7  90·2  58·6  78·0  75·4  87·6  94·3  95·6  Total  36·1  42·4  49·0  17·4  21·9  28·4  54·2  59·2  71·5  Q5/Q1  5·1  5·0  4·3  7·1  8·7  6·0  3·7  4·6  3·7  Concentration Index  0·32  0·31  0·27  0·37  0·39  0·34  0·25  0·25  0·18  Births received three or more antenatal care visits  Poorest (Q1)  25·2  22·3  26·3  14·9  5·9  13·3  43·3  35·8  41·7  2nd  36·5  35·6  36·9  18·6  9·9  19·3  45·5  58·6  59·0  Middle  48·7  49·8  54·1  24·3  15·6  24·3  61·6  66·2  69·7  4th  63·0  66·7  69·8  36·7  30·3  41·7  70·4  82·6  84·8  Richest (Q5)  83·3  84·3  87·2  68·2  62·4  64·2  91·8  93·7  95·8  Total  45·1  44·6  51·1  23·6  14·9  26·5  64·0  66·4  76·6  Q5/Q1  3·3  3·8  3·3  4·6  10·5  4·8  2·1  2·6  2·3  Concentration Index  0·24  0·26  0·23  0·28  0·43  0·30  0·16  0·17  0·13 the recently launched Janani Suraksha Yojna (JSY), which promotes institutional deliveries. The JSY is the centrally sponsored scheme in ten low-performing states in India. The scheme is a modification of the existing National Maternity Benefit Scheme and is integrated within the NRHM. The primary objective of the JSY is to reduce maternal mortality and infant mortality by increasing institutional deliveries, particularly for families living below the poverty line (BPL). It provides cash assistance to women belonging to BPL families for antenatal, natal and postnatal care in health centres, by establishing a system of co-ordinated care by field-level health workers (MOHFW, 2005) .
In the 1998-99 and 2005-06 surveys, the questions on assistance at delivery were asked for the last two births with a reference period of three and five years, respectively, while it was for three births during the last four years preceding the survey in 1992-93. To make the estimates comparable, medical assistance for the last two births in the three years preceding the survey is computed uniformly for three periods. Assistance at birth by a doctor or Auxiliary Nurse Midwife (ANM)/nurse/ midwife/Lady Health Visitor (LHV) or other health personnel is termed as 'safe delivery', while that of others such as traditional birth attendants, friends and relatives is not treated as medical assistance at delivery. Table 2 provides the trends in percentages of births that received medical assistance, rich-poor ratio and concentration index over the years. The coverage of medical assistance at delivery for the country increased from 36 to 42% during 1992-98 and further to 49% during 1998-05. This increase is largely reflected in middle and higher wealth quintiles relative to the poorest and poor, indicating that the poor are at a disadvantage for receiving maternal care. Only 21% of women from the poorest group and 34% from poor group received medical assistance at delivery compared with 90% from the richest during 2005-06. Similarly, the rich-poor ratio in safe delivery declined from 5·1 to 4·3, and the concentration index marginally declined from 0·32 to 0·27 during 1992-05. The state-level differences showed that coverage of safe delivery in both states increased for all wealth quintile over the years. However, it is low and more unequal in Uttar Pradesh compared with Maharashtra. As for the rich-poor ratio, this declined from 7·1 to 6·0 in Uttar Pradesh but stagnated at 3·7 in Maharashtra during 1992-05. The rich-poor divide in coverage of safe delivery is high compared with other RCH services in both states and for the country as a whole.
Antenatal care
Antenatal care (ANC) during pregnancy helps in the monitoring of the health of the mother, growth of the fetus and pregnancy complications. The RCH programme in India recommends at least three ANC visits by pregnant mothers to health professionals during pregnancy. The 2005-06 survey collected information regarding ANC visits for last birth in the five years preceding the survey; the 1998-99 survey collected for the last two births in the three years preceding the survey; and the 1992-93 survey collected for the last three births in the four years preceding the survey. To make them comparable, three or more ANC visits for the last live birth during the last three years preceding the survey are estimated and shown in Table 2 .
The percentage of women who received at least three ANC visits did not increase during 1992-98 (it remained at 45%) but increased to 51% during 1998-05. The percentage of women receiving three or more ANC visits varies inversely with household wealth quintile for the country and states, and the differences are large. In 2005-06, about 74% of women in the poorest and 63% of those in the poor quintiles did not receive at least three ANC visits, compared with 13% among for the richest in the country. The percentage of women receiving three or more ANC visits increased marginally from 25 to 26% in 1992-05 for the poorest wealth quintile. The greatest increase is noticed for middle and higher wealth quintiles compared with poorest and second wealth quintiles. The rich-poor ratio in the coverage of three or more ANC visits in fact increased from 3·3 to 3·8 during 1992-98 and further declined to 3·3 during 1998-05. The concentration index showed a marginal increase from 0·24 to 0·26 during 1992-98 and declined to 0·23 during 1998-05. The state-level differences are large, with higher coverage in Maharashtra, even among the lower wealth quintiles. The rich-poor ratio and the concentration index in the coverage of three or more ANC visits for the state of Uttar Pradesh increased during 1992-05. In the case of Maharashtra, the gap between rich and poor is relatively small, but increased marginally from 2·1 to 2·3 during the study period.
Contraceptive use
The official family planning programme in India was launched in 1951 and has undergone many changes over the years. It started as a clinical approach in the first decade, shifted to an extensive education approach in the second decade and continued as such until the mid-1970s. It changed to a coercive approach during 1976-77, was re-named the Family Welfare Programme in 1977 and underwent a recovery phase before being redesigned as the Reproductive and Child Health Programme (Srinivasan, 2006) .
The use of any contraceptive method and unmet need for contraception are computed uniformly for currently married women in the reproductive age group (15-49 years) for three periods and are shown in Table 3 . This table also shows the rich-poor ratio and concentration index for both these variables. The overall use of any contraceptive method increased from 41 to 48% during 1992-98 and to 56% during 1998-05 for the country. However, the use of modern contraceptive methods increased from 37 to 49% during 1992-05. An increase in use of any contraceptive is seen across all wealth quintiles, and is most pronounced among the poorest and poor wealth quintiles. For example, it increased from 28 to 42% among the poorest, from 35 to 51% among the poor and from 59 to 68% among the richest wealth quintile during 1992-05. This tends to suggest that the poor are increasingly adopting contraception and limiting their family size. The rich-poor ratio in use of any contraceptive method declined from 2·1 to 1·9 during 1992-98 and to 1·6 during 1998-05 for the country. The concentration index also declined, from 0·15 to 0·09 during 1992-05, indicating lower differentials in use of any contraception by wealth quintiles. The differentials in contraceptive use by states show similar trends. The rich-poor ratio in Uttar Pradesh declined from 3·4 to 1·8, whereas in Maharashtra it is close to 1 throughout the study period, indicating a narrowing of the rich-poor gap in use of contraception. 42·2  12·3  18·8  34·2  50·8  53·4  64·5  2nd  35·2  42·7  51·1  15·0  21·0  39·0  50·9  61·7  66·6  Middle  41·7  51·5  56·8  21·2  30·7  39·9  50·9  62·1  63·6  4th  48·8  56·9  62·5  23·9  37·5  51·4  53·1  63·1  69·2  Richest (Q5)  58·9  64·0  67·5  41·3  53·2  63·1  60  62·8  67·7  Total  40·5  48·2  56·3  18·5  27·1  43·6  53·8  60·8  66·9  Q5/Q1  2·1  1·9  1·6  3·4  2·8  1·8  1·2  1·2  1·0  Concentration Index  0·15  0·12  0·09  0·22  0·20  0·11  0·04  0·03  0·01  Unmet need for contraception  Poorest (Q1)  20·8  19·6  18·2  29·3  27·5  24·8  12·5  13·2  10·1  2nd  19·0  16·8  14·8  28  26·5  24·1  12·0  12·8  8·3  Middle  17·5  15·3  12·9  28·2  26·5  23·8  11·8  13·4  9·0  4th  16·0  14·0  10·7  27·3  22·7  17·5  14·8  13·7  9·9  Richest (Q5)  13·6  12·0  8·1  22·6  19·6  10·9  13·3  12·9  9·4  Total  17·8  15·9  12·8  27·9  25·7  21·2  13  13·2  9·4  Q5/Q1  0·7  0·6  0·4  0·8  0·7  0·4  1·1  1·0 
Unmet need for contraception Unmet need for contraception is the situation where a woman does not want any more children or wants to postpone childbearing for two years or more but is not practising any method of contraception. Those pregnant women whose current pregnancy is unwanted/mistimed or amenorrhoeic women whose last birth was unwanted/mistimed are added to the unmet need. Since the Cairo ICPD, unmet need for contraception has become a policy instrument in many developing countries, including India. The National Population Policy 2000 had meeting unmet need for contraception and health infrastructure as its immediate objectives.
Unmet need for contraception declined from 17·8 to 15·9% during 1992-98 and further to 12·8% during 1998-5 in India. However, this decline was larger in the upper wealth quintiles relative to the poorest and poor. The rich-poor ratio in unmet need declined from 0·7 to 0·4 during this period. The concentration index also declined for India and Uttar Pradesh. In Maharashtra, like contraceptive use, the concentration index in unmet need is close to zero throughout the period, indicating that contraception is probably accessible and available across all wealth quintiles.
Discussion
Soon after the Cairo ICPD there was a shift in programme priority in the context of reproductive health in India. Accordingly, the RCH programme was launched in 1997 and RCH services continued to be an integral part of the basic health services in the country. These services are largely provided by the public health system free of cost, though use of such services provided by private professionals is on the rise. The recent National Rural Health Mission (NRHM) integrates health and determinants of health, and aims specifically at meeting the health needs of the poor. This paper analyses the trends in utilization of five RCH services, namely, full immunization, medical assistance at delivery, antenatal care, contraceptive use and unmet need for contraception by wealth quintiles in India and the states of Uttar Pradesh and Maharashtra during the study period. A wealth index based on consumer durables, housing quality, sanitation facilities and other characteristics has been computed to make it comparable with three periods. The rich-poor ratio and concentration index are used as measures of inequality in utilization of RCH services. Although the utilization of these services is simultaneously determined by a set of economic, social, cultural as well as supply-side factors, the analysis is limited to the wealth status of the households.
The results indicate that the progress and inequalities in full immunization, medical assistance at delivery and antenatal care continue to be disadvantageous to the poor (Fig. 1a, b and c and Table 4 ). The rich-poor ratio and the concentration index in immunization coverage for the country stagnated during 1998-05 compared with 1992-98, but increased in Uttar Pradesh and Maharashtra, indicating a widening of the rich-poor gap in child care services. The decline in full immunization among the first two wealth quintiles in Maharashtra accounts for the large fall in total immunization coverage during 1998-05. In the case of Uttar Pradesh, the decline is noticed for the first and second wealth quintiles, but it increased for all other quintiles during 1998-05. The slow progress in immunization services has largely left out the poorest section of society and has made the child health service more unequal. Despite the emphasis on a universal immunization programme, progress has been slow and unequal over the years. 0·277  0·139  0·016  0·299  0·170  0·021  0·248  0·139  0·011  2nd  0·494  0·305  0·036  0·539  0·375  0·042  0·471  0·309  0·039  Middle  0·679  0·492  0·072  0·724  0·583  0·066  0·665  0·518  0·058  4th  0·842  0·717  0·125  0·873  0·794  0·08  0·842  0·743  0·099  Richest  1·000  1·000  0·000  1·000  1·000  0·00  1·000  1·000  0·000  Total  0·249  0·209 Poorest  0·267  0·112  0·013  0·303  0·125  0·024  0·249  0·106  0·014  2nd  0·492  0·254  0·035  0·546  0·305  0·058  0·47  0·258  0·047  Middle  0·676  0·419  0·089  0·729  0·514  0·099  0·666  0·465  0·088  4th  0·838  0·651  0·187  0·883  0·759  0·125  0·851  0·726  0·125  Richest  1·000  1·000  0·000  1·000  1·000  0·000  1·000  1·000  0·000  Total  0·323 0·306 0·274 0·308  0·169  0·019  0·306  0·153  0·022  0·252  0·130  0·012  2nd  0·544  0·361  0·041  0·549  0·347  0·048  0·474  0·290  0·041  Middle  0·725  0·556  0·069  0·729  0·547  0·082  0·668  0·496  0·076  4th  0·875  0·767  0·109  0·881  0·775  0·106  0·85  0·744  0·106  Richest  1·000  1·000  0·000  1·000  1·000  0·000  1·000  1·000  0·000  Total  0·238  0·258 Poorest  0·272  0·187  0·011  0·252  0·181  0·01  0·187  0·140  0·006  2nd  0·493  0·379  0·023  0·479  0·382  0·024  0·386  0·320  0·014  Middle  0·672  0·563  0·04  0·664  0·579  0·035  0·586  0·523  0·026  4th  0·834  0·759  0·076  0·834  0·780  0·054  0·79  0·749  0·042  Richest  1·000  1·000  0·000  1·000  1·000  0·000  1·000  1·000  0·000  Total  0·149 0·123 0·087 Concentration  index  Poorest  0·27  0·315  0·006  0·252  0·309  0·01  0·187  0·266  0·01  2nd  0·49  0·550  0·013  0·479  0·549  0·016  0·386  0·496  0·022  Middle  0·669  0·725  0·02  0·664  0·725  0·024  0·586  0·698  0·043  4th  0·832  0·871  0·04  0·834  0·875  0·041  0·79  0·867  0·077  Richest  1·000  1·000  0·000  1·000  1·000  0·000  1·000  1·000  0·000  Total  0·079  0·092  0·151 The worrying factor is the decline in immunization coverage among the poor in a progressive state like Maharashtra. It is imperative to check whether the slow-down in immunization coverage is because of supply-side constraint or a change in programme priority.
The promotion of institutional deliveries has been emphasized for the reduction in maternal and child mortality and for improving the maternal health in the country through the RCH programme. Medical assistance at delivery has increased across the wealth quintiles over the study period for the country and both states. But this increase has been slower in the lowest wealth quintile compared with other wealth quintiles for the country, particularly during 1998-05. What is more striking is that the rich-poor gap, as well as the extent of inequality, are highest in the coverage of safe delivery compared with other services for the country (Fig. 2) . Despite the increasing emphasis on institutional deliveries, the use of such services in general and among the poor remains low. While the cash assistance to pregnant women of BPL families under the JSY is a welcome step for promoting safe deliveries among the poor, the possession of BPL cards among the non-poor is a major concern. Besides economic reasons, cultural and societal factors, and the availability of quality health services affect medical assistance at delivery in the country.
Three antenatal visits have been recommended in the RCH programme as a strategy to reduce maternal and infant mortality. The coverage of three or more antenatal visits among the poorest quintile has remained low during the study period. Half of women in the poorest wealth quintile did not receive at least three ANC visits in 2005-06 and the improvement has been minimal during 1992-05. Along with economic factors, cultural factors play an important role in antenatal care. When asked the reasons for not using ANC, a large proportion of women stated that it is not necessary/customary for them to receive ANC visits, indicating that they do not perceive the need for such visits. The current use of any method of contraception has shown a secular increase over the years, cutting across all wealth quintiles. Moreover, the rich-poor ratio and concentration index have declined over the years, indicating a narrowing gap in the use of contraception by wealth quintiles. This increase in contraception has been more pronounced among the poorest and the poor compared with other wealth quintiles. This tends to suggest that the poor are increasingly adopting contraception and limiting their family size. At the state level, Maharashtra has shown a higher use of contraception cutting across all wealth quintiles and consistent with a near replacement level of fertility. In Uttar Pradesh, although the fertility level still remains high, the rich-poor gap in contraception use has shown a declining trend. While contraceptive use is on the rise among the poor, the use of other services such as immunization, medical assistance at delivery and ANC visits has shown only marginal improvement. On the other hand, unmet need for contraception has declined faster among the richer compared with the poorer over the years. However, a significant proportion of women in unmet need categories do not practise contraception owing to health reasons, familial opposition as well as societal reasons (Bongaarts & Bruce, 1995) . It was expected that the reduction in unmet need would be more pronounced among the lowest wealth quintile compared with others. On the contrary, the lowest wealth quintile showed a small decline in unmet need compared with the others in the country. This is indicative that if the unmet need of the poor is met, the rich-poor gap in contraception use will further narrow down. The trends in unmet need by wealth quintile varied between the two states. In Maharashtra, like contraceptive use, the rich-poor ratio in unmet need is close to 1 throughout the period, indicating a narrowing of the gap of unsatisfied demand for contraception cutting across the wealth groups, while it is not so in Uttar Pradesh.
Conclusion
From the above discussion it is evident that while the rich-poor gap in child immunization, antenatal and natal care has remained large over the years, it has narrowed for contraceptive use in India and the states of Maharashtra and Uttar Pradesh. Moreover, the increase in use of child and maternal care services slowed down for the poor during 1998-05 compared to 1992-98. When the service coverage slowed down, it largely affected the poor, as evident in the case of immunization. On comparing all RCH services, the rich-poor gap and inequality are highest in safe delivery compared with other services, and minimum in the case of contraceptive use.
There are various issues that have emerged from the discussion that need further investigation. First and foremost is whether the slow-down in the use of basic child care services like immunization and the low level of maternal care services are due to supply-side constraints such as lack of health personnel and infrastructure in public health system, poor quality of services or change in programme priority. These factors affect the poor most. If it is so, to what extent has the NRHM helped to improve it? Second, is it the rising cost of private health care services that stops the poor using these basic services? It has greater implications with respect to regulation, control and insurance. Special protection is needed to improve service coverage to poor mothers and their children irrespective of caste, creed and religion so as to realise the Millennium Development Goals.
